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apo
Apolipoprotein
GHD
GH deficiency or deficient
HDL
high-density lipoprotein
IDL
intermediate-density lipoprotein
LDL
low-density lipoprotein
Lp(a)
lipoprotein (a)
LV
left ventricular

NO
nitric oxide
PAI
plasminogen activator inhibitor
VLDL
very low-density lipoprotein
The aim of this article is to review the lessons on the relationship between GH and
the principal metabolic cardiovascular risk factors that we learned from studies of
GH deficiency (GHD) in the adult. The lesson that "organic" GHD has taught us is
that primary impairment in the GH/IGF-I axis may lead to a high-risk
cardiovascular profile that is partially reversible during GH replacement. Waiting
for the definitive demonstration that GH substitution may reduce cardiovascular
mortality in these patients, we find that data so far reported are encouraging and
indicate in the beneficial cardiovascular effects of GH one of the major factors
supporting this type of treatment in hypopituitary GHD adults. Moreover, enough
evidence from GHD studies has been produced to suggest a physiological role for
the GH/IGF-I axis in the control and regulation of several metabolic cardiovascular
risk factors. ( J Clin Endocrinol Metab 90: 1864–1870, 2005)

GH DEFICIENCY (GHD) has only recently been recognized as a clinically relevant
condition in adults [1] . Among the distinct features of the GHD syndrome, the
cardiovascular involvement has convincingly emerged as particularly important [2] .
Studies in this field also allowed a physiological role for GH in the regulation of heart
function and structure to be elucidated or at least envisaged [3] .
The aim of this perspective article is to review the lessons that we learned from the study
of GHD about the relationship between GH and the main metabolic cardiovascular risk
factors. This can be helpful for evaluating the potential involvement of "subclinical" or
"functional" GHD, which is observed for example in aging and obesity, in the increase of
cardiovascular risk.

Cardiovascular Mortality
Recent epidemiological studies have shown that hypopituitarism in adults may be
associated with increased cardiovascular death [4] . Rosen and Bengtsson were the first to
demonstrate that life expectancy in hypopituitaric patients untreated for GHD was
decreased [5] . The excess mortality reflected deaths from vascular disease. Myocardial
infarction, ischemic heart disease with congestive cardiac failure, and cerebrovascular
disease were the most frequent causes of vascular death. In fact, in a retrospective study
in 333 Swedish patients, standardized mortality risk was found to be almost doubled and

was primarily the result of excess deaths from vascular disease (58% of total number of
deaths), such as ischemic heart disease and cerebrovascular disease [5] . These findings
were confirmed in the United Kingdom and in Sweden [4] [6] . In the latter study, the
increased vascular risk was mostly attributable to cerebrovascular disease and was more
prevalent in women than in men [6] . More recently, excess mortality was confirmed in a
large prospective trial involving 1014 hypopituitaric patients in the United Kingdom.
Excess mortality resulted from cardiovascular causes. In this study, the influence of GHD
on mortality rate cannot be assessed, because GH reserve was only measured in a small
number of patients [2] . Interestingly, isolated GHD has also been reported to be associated
with increased mortality [7] . Finally, GH replacement has recently been suggested to
provide protection from fatal myocardial infarctions in hypopituitary adults [8] .

Vascular Atherosclerosis
Endothelial dysfunction is an early step in the atherogenic process [9] . Atherogenesis
begins long before the presence of clinically detectable disease with the deposition of
lipids in the intima of systemic arteries to form fatty streaks [10] . Endothelial dysfunction
is a potentially reversible event in the pathogenesis of atherosclerosis and predisposes to
thrombosis, leukocyte adhesion, and smooth muscle proliferation within the arterial wall
[11]
. Impairment of flow-mediated brachial artery dilatation has been demonstrated with all
known risk factors for atheroma, including high serum cholesterol, high blood pressure,
insulin-dependent and noninsulin-dependent diabetes mellitus, as well as active smoking
and hyperhomocysteinemia [12] . Therefore, classic and nontraditional risk factors have
been shown to be associated with endothelial dysfunction leading to impairment of nitric
oxide (NO) release, increased oxidative stress, and loss of protection against the
atherogenic process [13] .
Recent evidence has demonstrated that insulin resistance in the absence of overt type 2
diabetes or the metabolic syndrome results in endothelial dysfunction in peripheral and
coronary vasculature. Evidence also indicates that endothelial dysfunction itself could
contribute to insulin resistance. Thus, treatment strategies that attenuate cardiovascular
disease may also attenuate insulin resistance progression [14] . Elucidating the common
mechanisms that mediate these events will be important in understanding their intimate
relation.
Hypopituitary GHD adults have been shown to have an increased number of
atheromatous plaques in carotid and femoral arteries, compared with control individuals.
Evidence for a tendency for increased atheromatosis in GHD patients comes from studies
with arterial ultrasonography [15] . Other markers of atheromatosis found in GHD patients
include a greater intima-media thickness, more stiffness of carotid arteries, and less aortic
distensibility [16] . These findings have been reported in both young adults [17] and elderly
subjects [18] with GHD and in childhood-onset [17] and adulthood-onset GHD [18] . Intima
media thickening represents the earliest morphological change in the arterial wall in the

process of atherogenesis and is an independent predictor of acute myocardial infarction in
men [10] .
In a double-blind placebo-controlled study, one recent important finding was that GHD is
associated with decreased systemic NO formation [19] . Baseline urinary nitrate and cGMP
excretion rates, a mirror of systemic NO synthesis rates, were found substantially lower
in the GHD patients than in age- and sex-matched controls. Indeed, these indices of NO
formation were as low in patients with GHD as in patients with peripheral arterial
occlusive disease and generalized atherosclerosis, whereas those in the control group
were comparable with the values found in young healthy volunteers.
The cause of impaired NO activity in atherosclerotic patients remains unclear. There may
be a more evident reason for impaired NO activity in GHD patients, because GH exerts at
least part of its effects via IGF-I, and IGF-I has been shown to have a direct stimulatory
effect on NO synthesis [20] . In fact, endothelial cells possess receptors for IGF-I and IGF-I
is able to increase NO production in vitro, thus contributing to the modulation of vascular
tone. A reduction of IGF-I production is associated with a reduction of arterial
vasodilatation and increased platelet aggregability. During human GH replacement
therapy, urinary nitrate excretion reached values that were comparable to healthy agematched controls [19] . Because IGF-I is not invariably decreased in GHD [21] , the observed
effects on NO may also be, at least in part, directly due to GH itself as has been
previously shown in coronary arteries [22] . The effect on intima-media thickness of longterm GH replacement in hypopituitaric patients has been investigated in an open study
that has shown a potent inhibitory effect of 1-yr GH replacement on intima-media
thickness progression, which was maintained after 2 yr, indicating that this effect of GH
may not be transient [23] . In addition, Pfeifer et al. [24] demonstrated in an open study that
the decreased response of brachial artery blood flow hyperemia in GHD compared with
control men was also reversed after 18 months of GH treatment. Taken together, these
results indicate that in GHD adults the vasodilatory function of the endothelium is
impaired and it improves with GH treatment.

Inflammatory Cardiovascular Markers
Homocysteine
Abnormal homocysteine metabolism is a potential link between GHD and the observed
increase in vascular mortality because an elevated plasma homocysteine concentration
has been identified recently as an independent risk factor for atherosclerosis [25] .
Hyperhomocysteinemia is linked to oxidative stress, endothelial dysfunction, and genesis
of atherothrombotic vascular disease. The plasma level of homocysteine is affected by
several factors. Plasma homocysteine levels increase with age, in renal impairment, in
folate and vitamin B12 deficiency, and in hypothyroidism. Some studies report higher
plasma homocysteine levels in postmenopausal than premenopausal women [26] .
Conflicting results have been reported on plasma homocysteine levels in GHD adults

compared with matched controls, showing either increased or normal homocysteine in
organic GHD [27] [28] . A recent randomized controlled trial indicated that the levels of
homocysteine in GHD patients were high at baseline, in a range associated with high
cardiovascular risk [29] . With GH treatment, homocysteine levels decreased by nearly 8%.
The clinical significance of the magnitude of this decrement is not yet certain.
Interestingly, the results are similar to those recently reported for hormone replacement
therapy with estrogens and raloxifene when administered to healthy postmenopausal
women [30] .
C-reactive protein
C-reactive protein is a useful prognostic tool in the evaluation of cardiovascular risk.
Prospective studies have consistently shown a relation between C-reactive protein levels
and risk for cardiovascular events [31] . The mean C-reactive protein level in men with
organic GHD in a recent randomized single-blind placebo-controlled study at baseline
was in the highest quartile referred to values in the Physicians' Health Study (3-fold
increased risk for future myocardial infarction and 2-fold increased risk for stroke,
independent of other cardiovascular risk factors) [32] . C-reactive protein levels declined in
half of the GH-treated men by one (37.5%) or two (12.5%) quartiles, as defined by the
Physicians' Health Study. Approximately one third of patients (31%) experienced
reductions without changes in quartiles, and slight increases occurred in a few patients
(19%). To date, few therapies have been shown to influence serum C-reactive protein
levels [33] . Of interest, the absolute mean reduction compared with placebo in this
randomized study with GH [32] is similar to the reduction reported for pravastatin in
patients from the CARE study [33] .
Fibrinogen and plasminogen activator inhibitor (PAI-1)
Abnormalities in coagulation factors suggestive of a defective fibrinolytic system,
elevated tissue PAI, fibrinogen, and factor VII, have been reported in GHD adults [34] .
Colao et al. [35] in a recent prospective open study demonstrated that both treated and
untreated GHD adults had elevated fibrinogen levels when compared with healthy
subjects, and in a cohort of younger adult patients with either childhood-onset or adultonset GHD, 12 months of GH replacement significantly reduced fibrinogen levels.
Fibrinogen concentrations, however, remained abnormal compared with age-and sexmatched controls [35] . In another open study on 17 patients with adult-onset GHD during 2
yr of GH treatment, PAI-1 activity, PAI-1 antigen, and antigen tissue plasminogen
activator decreased during long-term treatment [36] . These changes may be a direct effect
of GH itself or may be secondary to the favorable changes in body composition. It
remains to be seen whether changes in these fibrinolytic variables during recombinant
human GH treatment may reduce the cardiovascular risk in patients with GHD.

Cardiac Morphology

In young adults with GHD, the impairment of cardiac performance presents as reduction
in left ventricular (LV) mass, decreased ejection fraction, and abnormal LV diastolic
filling. Some studies have demonstrated a decrease in the thickness of the LV posterior
wall and of intraventricular septum in patients with GHD. A significant decrease of 14%
of the LV ejection fraction was also observed [37] . Other studies reported a decrease in LV
posterior wall without any difference in LV internal diameter and systolic function
evaluated as ejection fraction between GHD patients and controls. In an open study,
Cuocolo et al. [38] evaluated cardiac function in 14 adults with GHD and 12 matched
controls using radionuclide scanning. Compared with controls, the patients had decreased
LV ejection fraction, decreased stroke volume index, and decreased cardiac index. GH
therapy for 6 months reversed these deficits in cardiac function. In fact, 6 months of GH
replacement have been showed to increase LV mass (18%), stroke volume (28%), and
cardiac output (43%) and to reduce peripheral vascular resistance in GHD adults.
However, 6 months after cessation of therapy, cardiac function had returned to baseline [38]
. This is consistent with findings in patients with heart failure after acute GH infusion [39] .
IGF-I augments myocardial contractility by sensitizing myofilaments to Ca2+ [40] . IGF-I
also retards cardiomyocyte apoptosis. These findings suggest that GH administration may
have a marked trophic effect on the heart, particularly in patients with GHD. The effect
of GH dose on the cardiac response in GHD has not been investigated so far. A relation
between response of some cardiac parameters and amplitude of IGF-I response to GH
treatment seems likely. This may also indicate that a better cardiac response is obtained
in patients with more severe GHD as assessed by lower basal IGF-I levels [41] .
Finally, Maison and Chanson [42] in a metaanalysis of randomized and controlled clinical
trials of GH treatment in adults with GHD, confirmed that GH treatment is associated
with a significant positive effect on LV mass, intraventricular septum, LV end diastolic
diameters and stroke volume, as assessed by echocardiography. In contrast, GH treatment
was not found to have a significant impact on systolic parameters [42] .

Lipid Metabolism
Many epidemiological studies have demonstrated that elevated low-density lipoprotein
(LDL) cholesterol level, low high-density lipoprotein (HDL) cholesterol level, and excess
abdominal fat are associated with an increased risk of cardiovascular morbidity and
mortality. Plasma lipid concentrations are dependent on the secretion and clearance rate
of the apolipoprotein (apo) B containing lipoproteins [very low-density lipoprotein
(VLDL) and intermediate-density lipoprotein (IDL)]. Because VLDL apo B is the
precursor of IDL and LDL apo B, lipid kinetics are dependent on VLDL apo B
metabolism. Hepatic overproduction of VLDL apo B has been implicated in a number of
hyperlipidemic disorders known to be related to premature atherosclerosis [11] . Patients
with GHD were associated with increased abdominal fat and compared with control
individuals and were found to have elevated levels of total and LDL cholesterol in most
studies [43] [44] . At the same time, in some but not all studies, serum triglycerides were

higher and HDL cholesterol levels were lower than expected in patients with GHD [45] .
Abdu et al. [46] in a cross-sectional observational study have compared the lipid profile and
coronary risk predicted by the Framingham heart study equation in GHD patients and
age-and gender-matched controls. The conclusion of this work is that the changes of lipid
profile may help to explain the increased coronary risk in GHD hypopituitary patients,
particularly females. In both genders, there was an increase in the total to HDL
cholesterol ratio, total LDL were increased in both sexes, and HDL and apo-1 were
lower. There were no differences in apo B and lipoprotein (a) [Lp(a)] between patients
and controls. The modification in the lipid profile is partly explained by an enhanced
hepatic secretion and reduced catabolism of VLDL apo B, suggesting that the
hyperlipidemic condition of these patients and consequently the increased risk for
atherosclerosis may be in part related to a disordered VLDL apo B metabolism [47] .
Low IGF-I in GHD may be the primary mechanism underlying the abnormal body
composition and central fat distribution and may also contribute to the
hypercholesterolemia. In fact, adults with GHD have been shown consistently to have
reduced skeletal muscle, reduced lean body mass, and increased fat mass. The
distribution of this excess fat mass has been the focus of several studies, and these have
demonstrated that fat accumulates in a central distribution, mostly in visceral tissue. In a
randomized controlled trial, Salomon et al. [43] were the first to demonstrate that fat mass
was higher by a mean of 7% in GHD patients compared with predicted value based on
age, sex, and height. In epidemiological studies, this abdominal distribution has been
associated with an increased risk of mortality and morbidity from cardiovascular disease
[48]
. GH receptor blockade through the administration of pegvisomant creates a state of
acute GHD. Pegvisomant alone increased the serum triglyceride concentration, indicating
that GH is directly involved in the regulation of serum triglycerides [49] . However, in a
cross-sectional study in an elderly population, a strong negative correlation between free
IGF-I and triglycerides was observed [50] . Moreover, administration of recombinant IGF-I
has been reported to cause a decrease in triglyceride levels [51] . Taken together, these data
indicate that GH and IGF-I are both involved in triglyceride metabolism. Several
researchers in controlled clinical trials have reported that GH increases and IGF-I
decreases circulating Lp(a) [44] [52] . Surprisingly, pegvisomant induced no change in Lp(a)
[49]
, suggesting that GH and IGF-I are, at least in the short-term, of only minor importance
in the regulation of Lp(a).
Total and LDL cholesterol levels decrease significantly during short-term GH
replacement therapy, but these initial effects have been reported to be lost during longterm therapy in some, even if not in all studies [43] [53] . Likely mechanisms of the effect of
GH include both an increased expression of LDL receptors and an increased clearance of
VLDL apo B lipoproteins [54] . Previous short-term open studies have demonstrated an
effect of GH to decrease central body fat [55] [56] and decrease total cholesterol, with an
increase in HDL cholesterol in some studies [53] [57] . Prolonged open studies suggested that
GH therapy [58] had no significant effect on body weight, but it prevented the increase in
waist circumference and waist-to-hip ratio that occurred in the patients without GH
substitution. By bioimpedance analysis, GH therapy caused an increase in total body
water and decrease in the percentage of body fat [58] .

Glucose Metabolism
Type 2 diabetes markedly increases the incidence of cardiovascular diseases. Numerous
studies have shown that before the onset of diabetes subjects also have an adverse pattern
of dyslipidemia and increased blood pressure. More recently, increased levels of
inflammatory markers have been shown to be present in the prediabetic state. Insulin
resistance is also related to increased inflammation. The progression of insulin resistance
and its associated metabolic syndrome to diabetes parallels the progression of endothelial
dysfunction to atherosclerosis, the major cause of mortality in individuals with diabetes [59]
. As obesity is increasing in epidemic proportions in the United States and worldwide, so
is the metabolic syndrome consisting of increased abdominal adiposity, elevated
triglycerides, low HDL cholesterol, elevated blood pressure, elevated uric acid, high LDL
cholesterol and albuminuria. Increasing evidence suggests that endothelial cell
dysfunction, among the earliest recognized alterations in atherosclerosis, is present in
insulin resistance. Although endothelial cell dysfunction occurs with individual
components of the insulin resistance syndrome, it also occurs with only modest
alterations in these risk factors in the presence of insulin resistance. The presence of
endothelial cell dysfunction with a decrease in NO activity not only represents altered
vasodilatory capacity but also strongly implies increased inflammation, oxidation, and
thrombosis in the vascular wall. With the progression of insulin resistance, the incidence
of coronary artery disease mortality also increases. Clearly, the progression of insulin
resistance appears to parallel the progression of cardiovascular disease [60] .
Adults with GHD have altered body composition and tend to be obese, with an increase
in central adiposity [61] [62] . A randomized controlled study of 24 adults with GHD
demonstrated fasting insulin levels above the normal reference range and a significant
positive correlation between fasting plasma insulin and both fat mass and waist girth [43] .
Adults with GHD are thus likely to be insulin resistant. This has been confirmed in a
hyper-insulinemic euglycemic clamp study of nine adults with GHD [63] . Similarly, using
a hyperinsulinemic euglycemic clamp, Johansson et al. [64] demonstrated in a prospective
study a decreased glucose infusion requirement in 15 adults with GHD compared with
that in matched controls, indicating reduced insulin sensitivity. In a double-blind,
placebo-controlled, cross-over study, Fowelin et al. [65] assessed the effects of 6 months of
GH replacement on glucose metabolism in nine adults with GHD. After 6 wk of GH
therapy, fasting glucose levels and plasma insulin concentrations were elevated, but both
had returned to baseline at 26 wk. The amount of glucose required for euglycemia during
the insulin clamp was significantly lower after 6 wk of therapy, but there was no
difference above baseline at 26 wk. These changes were interpreted as a short-term
reduction of insulin-stimulated glucose utilization, mediated by GH, with reversal of
these changes with time, perhaps as a result of the GH-mediated change in body
composition.
In summary, GHD adults have hyperinsulinemia, indicating insulin resistance. These
features are associated with central obesity and increased intraabdominal adiposity. Most

of the hyperinsulinemic euglycemic clamp studies have confirmed this insulin resistance.
In addition, there is evidence that adults with GHD have reduced hepatic glycogen stores.
GH replacement has been demonstrated to further increase insulin resistance over a
period of 1–6 wk of therapy, but carbohydrate metabolism returns to baseline after 3
months of GH treatment [66] . The long-term effect of GH substitution on insulin sensitivity
in GHD adults is still controversial. However, in an open-label treatment trial, Svensson
et al. [67] studied the effect of 7 yr of GH-replacement therapy on insulin sensitivity using
the hyperinsulinemic euglycemic clamp technique in a small group of GHD patients.
Blood glucose concentrations were transiently increased during the first year of
treatment. There was a tendency for insulin sensitivity in the GHD patients, as compared
with that in the controls, to be higher at study end than at baseline. This could suggest
that GH-replacement therapy may prevent the age-related decline in insulin sensitivity in
GHD. On the other hand, two patients developed type 2 diabetes mellitus during the
study.
Finally, a systematic review of blinded, randomized, placebo-controlled trials of GH
treatment in adult patients with GHD was recently published. Thirty-seven trials were
identified. GH treatment significantly reduced LDL cholesterol, total cholesterol, and fat
mass, and significantly increased lean body mass, fasting plasma glucose, and insulin. All
effect sizes remained significant in trials with low doses and long duration [68] .
In conclusion, GHD appears to contribute to impaired glucose tolerance,
hyperinsulinemia, and hypertriglyceridemia indirectly via the abnormal body fat
distribution. With long-term GH administration, the cardiovascular risk will reflect the
balance between its different actions. The antiinsulin effect of GH may be opposed by the
beneficial effect for glucose homeostasis of the increase in muscle bulk and decrease in
total and central adipose tissue mass. From available data, it is not yet clear which mode
of action will prevail, because the effects on carbohydrate tolerance and insulin
sensitivity tended to recover in some of the trials but not in others [69] [70] [71] .

Effect of Age of Onset and Gender on Cardiovascular Risk
Childhood- vs. adult-onset GHD
Adult GHD is not a totally homogeneous clinical condition. The clinical presentation
may differ depending on the underlying pituitary disease, the severity of GHD and the
presence of other anterior hormonal deficiencies [72] [73] . Furthermore, the clinical
presentation may differ whether the pituitary disease was acquired in childhood or in
adult life. In a randomized controlled study by Attanasio et al. [74] , patients with
childhood-onset GHD had lower serum IGF-I level, lower body mass index, higher serum
HDL cholesterol level, and better quality of life than patients with adult-onset GHD. In a
study in which these two groups were closely matched for age, height, and weight, both
groups had a similar degree of LV systolic dysfunction [75] . Little is known about
differences in responsiveness to GH treatment between these two groups of patients.

In a single-center, prospective open study, baseline differences in 21 consecutive adults
with childhood-onset GHD and 21 closely matched adults with adult-onset GHD were
compared. Furthermore, the effects of 5 yr of GH replacement therapy on body
composition and metabolic parameters in these patients were investigated. This study
revealed marked differences in the baseline characteristics of the patients. Childhoodonset patients were shorter, had increased body fat (observed/predicted ratio), decreased
serum IGF-I concentration, and lean body mass. Serum cholesterol was higher in patients
with adult-onset GHD. The treatment responses were more marked in the childhoodonset patients in terms of lean body mass, whereas a reduction in serum cholesterol
concentration was observed only in the adult-onset patients. After 5 yr of GH therapy, no
differences remained between the two study groups after correction for body height [76] .
Sex-related differences
It has been observed that the risk factor profile was worse in GHD women compared with
their sex-matched controls than in GHD men compared with their controls. Also,
previous results indicated that the increased mortality previously observed among GHD
women [28] may be due to a more negative risk factor profile including increased body
mass index in GHD women. When analyzed by gender, the beneficial effect of GH
seemed greater in men vs. women for the increment in IGF-I, increase in lean body mass,
and increase in total body water [77] . In a recent double-blind, randomized, placebocontrolled study, IGF-I levels in men increased into the supraphysiological range using a
GH dosing scheme, which consisted in a fixed, weight-based dose that could be modified
only when side effects occurred [78] . Despite receiving the same average dose of GH,
women had IGF-I responses that led to normal age-adjusted IGF-I levels. Perhaps as a
consequence of the differences in IGF-I responses, the decrease in fat mass was greater in
men than in women, and the salutary changes in LDL cholesterol were more evident in
men than in women. These findings indicate that premenopausal women are somewhat
resistant to the effects of GH. In fact, sex steroids and in particular estrogens may
influence the ability of GH to stimulate IGF-I as well as GH production rate [79] . Finally,
in a randomized double-blind controlled study, Ezzat et al. [80] showed that interestingly
GH replacement therapy in adults with GHD demonstrated beneficial effects on lean
body mass evaluated by dual energy x-ray absorptiometry that were more pronounced in
males than females. In contrast, cardiac function improvement evaluated by
echocardiography appeared to benefit both genders equally, suggesting different tissue
sensitivity to GH/IGF-I according to the sex hormone milieu [80] .

Conclusions
The lesson that "organic" GHD has taught us is that primary impairment in the GH/IGF-I
axis may lead to a high-risk cardiovascular profile (increased body fat, insulin resistance,
hypertriglyceridemia) that is partially reversible during GH replacement.

Waiting for the definitive demonstration that GH substitution may reduce cardiovascular
mortality in these patients, data so far reported are encouraging and indicate in the
beneficial cardiovascular effects of GH one of the major factors supporting this type of
treatment in hypopituitary GHD adults. Moreover, enough evidence from GHD studies
has been produced to suggest a physiological role for the GH/IGF-I axis in the control
and regulation of several metabolic cardiovascular risk factors. Therefore, it is intriguing
to speculate that the clinical implications of these findings may be extended from
situations of organic GHD to conditions such as aging and obesity characterized by
"functional" GHD. However, long-term large clinical studies are needed to support this
interesting hypothesis.
References
1. de

Boer H, Blok GJ, Van der Veen EA 1995 Clinical aspects of growth hormone deficiency in adults.
Endocr Rev 16:63–86 Citation

2. Tomlinson

JW, Holden N, Hills RK, Wheatley K, Clayton RN, Bates AS, Sheppard MC, Stewart
PM 2001 Association between premature mortality and hypopituitarism: West Midlands Prospective
Hypopituitary Study Group. Lancet 357:425–431 Abstract

3. Lombardi

G, Colao A 2001 Physiological effects of growth hormone on the heart. In: Giustina A, ed.
Growth hormone and the heart. Boston: Kluwer; 13–23

4. Bates

AS, Van't Hoff W, Jones PJ, Clayton RN 1996 The effect of hypopituitarism on life expectancy.
J Clin Endocrinol Metab 81:1169–1172 Full Text

5. Rosen

T, Bengsston B-A 1990 Premature mortality due to cardiovascular disease in hypopituitarism.
Lancet 336:285–288 Abstract

6. Bulow

B, Hagmar I, Mikoczy Z, Nordstrom CH, Erfurth EM 1997 Increased cerebrovascular
mortality in patients with hypopituitarism. Clin Endocrinol (Oxf) 46:75–81 Abstract

7. Besson

A, Salemi S, Gallati S, Jenal A, Horn R, Mullis PS, Mullis PE 2003 Reduced longevity in
untreated patients with isolated growth hormone deficiency. J Clin Endocrinol Metab 88:3664–3667 Full
Text
8. Svensson

J, Bengtsson BA, Rosen T, Oden A, Johannsson G 2004 Malignant disease and
cardiovascular morbidity in hypopituitary adults with or without growth hormone replacement therapy. J
Clin Endocrinol Metab 89:3306–3312 Full Text

9. Healy

B 1990 Endothelial cell dysfunction: an emerging endocrinopathy linked to coronary disease. J
Am Coll Cardiol 16:357–358 Citation

10. Stray HC 1989 Evolution and progression of atherosclerotic lesions in coronary arteries in children and
young adults. Arteriosclerosis 99(Suppl 1): I19–I32
11. Ross

R 1986 The pathogenesis of atherosclerosis -an update. N Engl J Med 8:488–500 Citation

12. Chambers JC, McGregor A, Jean Marie J, Obeid OA, Kooner JS 1999 Demonstration of rapid
onset vascular endothelial dysfunction after hyperhomo-cystinemia: an effect reversible with vitamin C
therapy. Circulation 99:1156–1160 Abstract
13. Radowski

MW, Salase R 1995 Nitric oxide-biological mediator, modulator and factor of injury: its role
in the pathogenesis of atherosclerosis. Atherosclerosis 118(Suppl):569–580
14. Hsueh

WA, Quinones MJ 2003 Role of endothelial dysfunction in insulin resistance. Am J Cardiol
92:10J–17J Full Text

15. Markussis V, Beshyah SA, Fisher C, Sharp P, Nicolaides AN, Johnston DG 1992 Detection of
premature atherosclerosis by high-resolution ultrasonography in symptom-free hypopituitary adults. Lancet
340:1188–1192 Abstract
16. Markussis

V, Beshyah SA, Fisher C, Parker KH, Nicolaides AN, Johnston DG 1997 Abnormal
carotid arterial wall dynamics in symptom free hypopituitary adults. Eur J Endocrinol 136:157–164
Abstract
17. Ter Maaten JC, de Boer H, Kamp O, Stuurman L, van der Veen EA 1999 Long-term effects of
growth hormone (GH) replacement in men with childhood-onset GH deficiency. J Clin Endocrinol
Metab 84:2373–2380 Full Text
18. Colao

A, Cuocolo A, Di Somma C, Cerbone G, Della Morte AM, Nicolai E, Lucci R, Salvatore M,
Lombardi G 1999 Impaired cardiac performance in elderly patients with growth hormone deficiency. J
Clin Endocrinol Metab 84:3950–3955 Full Text
19. Boger RH, Skamira C, Bode-Boger SM, Brabant G, von zur Muhlen A, Frolich JC 1996 Nitric
oxide may mediate the hemodynamic effects of recombinant growth hormone in patients with acquired
growth hormone deficiency. J Clin Invest 98:2706–2713 Abstract
20. Tsukahara

H, Gordienko DV, Tonshoff B, Gelato MC, Goligorsky MS 1994 Direct demonstration of
insulin-like growth factor-1-induced nitric oxide production by endothelial cells. Kidney Int 45:598–604
Abstract
21. Veldhuis

JD, Giustina A 2000 Strategies for appraising suspected growth hormone deficiency in the
adult. Endocrinologist 10:34–50

22. Lorusso R, Pasini E, Cargnoni A, Ceconi C, Volterrani M, Burattin A, Valle D, Ferrari R,
Giustina A 2003 Preliminary observations on the effects of acute infusion of GH on coronary vasculature
and on myocardial function and energetics of an isolated and blood-perfused heart. J Endocrinol Invest 26:
RC1–RC4 Abstract
23. Borson-Chazot

F, Serusclat A, Kalfallah Y, Ducottet X, Sassolas G, Bernard S, Labrousse F,
Pastene J, Sassolas A, Roux Y, Berthezene F 1999 Decrease in carotid intima-media thickness after one
year growth hormone (GH) treatment in adults with GH deficiency. J Clin Endocrinol Metab 84:1329–

24. Pfeifer M, Verhovec R, Zizek B, Prezelj J, Poredos P, Clayton RN 1999 Growth hormone (GH)
treatment reverses early atherosclerotic changes in GH-deficient adults. J Clin Endocrinol Metab 84:453–
457 Full Text
25. Meleady

RA, Graham IM 1998 Homocysteine and vascular disease: nature or nurture? J Cardiovasc

Risk 5:233–237 Abstract
26. Boer GH, Smales AG, Trjibels FJ 1983 Unique efficiency of methionine metabolism in
premenopausal women may protect against vascular disease in the reproductive years. J Clin Invest
72:1971–1976 Abstract
27. Evans

LM, Davies JS, Anderson RA, Jackson SK, Smith JC, Morgan CLL 1996 Elevated plasma
homocysteine levels are associated with enhanced oxidative stress and endothelial dysfunction in adult
hypopituitary patients with growth hormone deficiency. J Endocrinol 160(Suppl):P22.

28. Bulow

B, Hagmar L, Eskilsson J, Erfurth EM 2000 Hypopituitary females have a high incidence of
cardiovascular risk factors. J Clin Endocrinol Metab 85: 574–585 Full Text

29. Sesmilo

G, Biller BMK, Llevadot J, Hayden D, Hanson G, Rifai N, Klibanski A 2001 Effects of
growth hormone administration on homocysteine levels in men with GH deficiency: a randomized
controlled trial. J Clin Endocrinol Metab 86:1518–1524 Full Text

30. Walsh

BW, Paul S, Wild RA 2000 The effects of hormone replacement therapy and raloxifene on Creactive protein and homocysteine in healthy postmenopausal women: a randomized controlled trial. J Clin
Endocrinol Metab 85: 214–218 Full Text

31. Koenig

W, Sund M, Frolich M, Fischer HG, Lowel H, Doring A 1999 C-reactive protein, a sensitive
marker of inflammation, predicts future risk of coronary heart disease in initially healthy middle-aged men:
results from the MONICA (monitoring trends and determinants in cardiovascular disease) Augsburg cohort
study, 1984 to 1992. Circulation 99:237–242 Abstract

32. Sesmilo

G, Biller BMK, Llevadot J, Hayden D, Hanson G, Rifai N, Klibanski A 2000 Effects of
growth hormone administration on inflammatory and other cardiovascular risk markers in men with
growth hormone deficiency. Ann Intern Med 133:111–122 Abstract

33. Ridker PM, Rifai N, Pfeffer MA, Sacks F, Braunwald E 1999 Long-term effects of pravastatin on
plasma concentration of C-reactive protein. The Cholesterol and Recurrent Events (CARE) Investigators.
Circulation 100:230–235 Abstract
34. Johansson

JO, Landin K, Tengborn L, Rosen T, Bengsson BA 1994 High fibrinogen and
plasminogen activator inhibitor activity in growth hormone deficient adults. Arterioscler Thromb 14:434–
437 Abstract
35. Colao

A, Di Somma C, Pivonello R, Cuocolo A, Spinelli L, Bonaduce D, Salvatore M, Lombardi G
2002 The cardiovascular risk of adult GH deficiency (GHD) improved after GH replacement and
worsened in untreated GHD: a 12-month prospective study. J Clin Endocrinol Metab 87:1088–1093 Full
Text
36. Lanes R, Paoli M, Carrillo E, Villaroel O, Palacios A 2003 Cardiovascular risk of young growthhormone-deficient adolescents. Horm Res 60:291–296 Abstract
37. Amato

G, Carella C, Fazio S, La Montagna G, Cittadini A, Sabatini D, Marciano-Mone C, Sacca
L, Bellastella A 1993 Body composition, bone metabolism and heart structure and function in growth
hormone (GH)-deficient adults before and after GH replacement therapy at low doses. J Clin Endocrinol
Metab 77:1671–1676 Abstract

38. Cuocolo

A, Nicolai E, Colao A, Longobardi S, Cardei S, Fazio S, Merola B, Lombardi G, Sacca L,
Salvatore M 1996 Improved left ventricular function after growth hormone replacement in patients with
hypopituitarism: assessment with radionuclide angiography. Eur J Nucl Med 23:390–394 Abstract

39. Volterrani

M, Desenzani P, Lorusso R, d'Aloia A, Manelli F, Giustina A 1997 Haemodynamic
effects of intravenous growth hormone in congestive heart failure. Lancet 349:1067–1068 Citation

40. Cittadini A, Ishiguro Y, Stromer H, Spindler M, Moses AC, Clark R, Douglas PS, Ingwall JS,
Morgan JP 1998 Insulin-like growth factor-1 but not growth hormone augments mammalian myocardial
contractility by sensitizing the myofilament to Ca2+ through a wortmannin-sensitive pathway: studies in rat
and ferret isolated muscles. Circ Res 83:50–59 Abstract
41. Giustina

A, Volterrani M, Manelli F, Desenzani P, Poiesi C, Lorusso R, Giordano A 1999
Endocrine predictors of acute hemodynamic effects of growth hormone in congestive heart failure. Am
Heart J 137:1035–1043 Full Text
42. Maison

P, Chanson P 2003 Cardiac effects of growth hormone in adults with growth hormone
deficiency. Circulation 108:2648–2652 Abstract
43. Salomon F, Cuneo RC, Hesp R, Sonksen PH 1989 The effects of treatment with recombinant human
growth hormone on body composition and metabolism in adults with growth hormone deficiency. N
Engl J Med 321:1797–1803 Abstract
44. Cuneo RC, Salomon F, Watts GP, Hesp R, Sonsken PH 1993 Growth hormone treatment improves
serum lipids and lipoproteins in adults with growth hormone deficiency. Metabolism 42:1519–1523
Abstract
45. Al-Shoumer

KAS, Cox KH, Hughes CL, Richmond W, Johnston D 1997 Fasting and postprandial
lipid abnormalities in hypopituitary women receiving conventional replacement therapy. J Clin Endocrinol
Metab 82:2653–2659 Full Text

46. Abdu TA, Neary R, Elhadd TA, Akber M, Clayton RN 2001 Coronary risk in growth hormone
deficient hypopituitary adults: increased predicted risk is due largely to lipid profile abnormalities. Clin
Endocrinol (Oxf) 55:209–216 Abstract
47. Cummings MH, Christ ER, Umpleby AM, Albany E, Wierzbicki A, Lumb PJ, Sonksen PH,
Russell-Jones DL 1997 Abnormalities of very low density lipoprotein apolipoprotein B-100 metabolism
contribute to the dyslipidaemia of adult growth hormone deficiency. J Clin Endocrinol Metab 82:2010–
2013 Full Text
48. Larsson B, Svardsudd K, Welin L, Wilhelmsen L, Bjorntorp P, Tibblin G 1984 Abdominal adipose
tissue distribution, obesity and risk of cardiovascular disease and death: 13 year follow-up of participants in
the study of men born in the 1913. Br Med J 288:1401–1404 Abstract
49. Muller

AF, Leebeek FWG, Janssen JAMJL, Lamberts SWJ, Hofland L, van der Lely AJ 2001
Acute effect of pegvisomant on cardiovascular risk markers in healthy men: implications for the
pathogenesis of atherosclerosis in GH deficiency. J Clin Endocrinol Metab 86:5165–5171 Full Text

50. Janssen

JA, Stolk RP, Pols HA, Grobbee DE, Lamberts SW 1998 Serum total IGF-1, free IGF-1, and
IGFBP-1 levels in an elderly population: relation to cardiovascular risk factors and disease. Arterioscler
Thromb Vasc Biol 18:277–282 Abstract

51. Froesch

ER, Hussain M 1993 Therapeutic potential of rhIGF-1 in diabetes and conditions of insulin
resistance. J Intern Med 234:561–570 Citation

52. Laron Z, Wang XL, Klinger B, Silbergeld A, Wilcken DE 1997 Growth hormone increases and
insulin-like growth factor-I decreases circulating lipoprotein (a). Eur J Endocrinol 136:377–381 Abstract
53. Eden S, Wiklund O, Oscarsson J, Rosen T, Bengtsson BA 1993 Growth hormone treatment of
growth hormone deficient adults results in a marked increase in Lp(a) and HDL cholesterol
concentrations. Arterioscler Thromb 13:296–301 Abstract
54. Christ ER, Cummings MH, Albany E, Umpleby AM, Lumb PJ, Wierzbicki AS, Naoumova RP,
Boroujerdi MA, Sonksen PH, Russell-Jones DL 1999 Effects of growth hormone (GH) replacement
therapy on very low density
55. Cuneo

RC, Judd S, Wallace JD, Perry-Keene D, Burger H, Lim-Tio S, Strauss B, Stockigt J,
Topliss D, Alford F, Hew L, Bode H, Conway A, Handelsman D, Dunn S, Boyages S, Cheung NW,
Hurley D 1998 The Australian Multicenter Trial of growth hormone (GH) treatment in GH-deficient
adults. J Clin Endocrinol Metab 83:107–116 Full Text

56. Snel YEM, Brummer RJM, Doerga ME 1995 Adipose tissue assessed by magnetic resonance imaging
in growth hormone-deficient adults: the effect of growth hormone replacement and a comparison with
control subjects. Am J Clin Nutr 61:1290–1294 Abstract
57. Johannsson G, Rosen T, Lindstedt G, Bosaeus I, Bengtsson B-A 1996 Effects of 2 years of growth
hormone treatment on body composition and cardiovascular risk factors in adults with growth hormone
deficiency. Endocrinol Metab 3:3–12
58. Chrisoulidou A, Beshyah SA, Rutherford O, Spinks TJ, Mayet J, Kyd P, Anyaoku V, Haida A,
Ariff B, Murphy M, Thomas E, Robinson S, Foale R, Johnston DG 2000 Effects of 7 years of growth
hormone replacement therapy in hypopituitary adults. J Clin Endocrinol Metab 85:3762–3769 Full Text
59. Heffner

SM 2003 Insulin resistance, inflammation and the prediabetic state. Am J Cardiol 92:18j–26j

Full Text
60. Hsueh

WA, Law R 2003 The central role of fat and effect of peroxisome proliferator-activated
receptor-y on progression of insulin resistance and cardiovascular disease. Am J Cardiol 92:3j–9j Full
Text
61. Jorgensen JOL, Pedersen SA, Thuesen L, Jorgensen J, Moller J, Muller J, Skakkebaek NE,
Christiansen JS 1989 Beneficial effects of growth hormone treatment in GH-deficient adults. Lancet
1:1121–1225
62. Whitehead HM, Boreham C, McIlrath EM, Sheridan B, Kennedy L, Atkinson AB, Hadden DR
1992 Growth hormone treatment of adults with growth hormone deficiency: results of a 13-month
placebo controlled cross-over study. Clin Endocrinol (Oxf) 36:45–52 Abstract
63. Karnieli E, Laron Z, Richer N 1993 Insulin resistance in GH-deficient adult patients treated with
growth hormone: evidence for a postbinding defect in vivo. In: Laron Z, Butenandt O, eds. Growth
hormone replacement therapy in adults: pros and cons. London, Tel Aviv: Freund; 41–49

64. Johansson

JO, Fowelin J, Landin K, Lager I, Bengtsson BA 1995 Growth hormone-deficient adults
are insulin resistant. Metab Clin Exp 44:1126–1129

65. Fowelin

J, Attval S, Lager I, Bengtsson BA 1993 Effects of treatment with recombinant human
growth hormone on insulin sensitivity and glucose metabolism in adults with growth hormone
deficiency. Metab Clin Exp 42:1443–1447

66. Carroll PV, Christ ER, and the members of GHRSSC 1998 Growth hormone deficiency in
adulthood and the effects of growth hormone replacement: a review. J Clin Endocrinol Metab 83:382–
395 Full Text
67. Svensson

J, Fowelin J, Landin K, Bengtsson BA 2002 Effects of seven years of GH-replacement
therapy on insulin sensitivity in GH-deficient adults. J Clin Endocrinol Metab 87:2121–2127 Full Text

68. Maison P, Griffin S, Nicoue-Beglah M, Haddad N, Balkau B 2004 Impact of growth Hormone (GH)
treatment on cardiovascular risk factors in GH-deficient adults: a metaanalysis of blinded, randomized,
placebo-controlled trials. J Clin Endocrinol Metab 89:2192–2199 Full Text
69. Bulow B, Erfurth E 1999 A low individualized GH dose in young patients with childhood onset GH
deficiency normalized serum IGF-1 without significant deterioration in glucose tolerance. Clin Endocrinol
(Oxf) 50:45–55 Abstract
70. Weaver J, Monson J, Noonan K, John WG, Edwards A, Evans KA, Cunningham J 1995 The
effects of low dose recombinant human growth hormone replacement on regional fat distribution, insulin
sensitivity, and cardiovascular risk factors in hypopituitary adults. J Clin Endocrinol Metab 80:153–159
Full Text
71. Rosenfalck A, Maghsoudi S, Fisker S, Jorgensen JO, Christiansen JS, Hilsted J, Volund AA,
Madsbad S 2000 The effect of 30 months of low-dose replacement therapy with recombinant human
growth hormone (rhGH) on insulin and C-peptide kinetics, insulin secretion, insulin sensitivity, glucose
effectiveness, and body composition in GH-deficient adults. J Clin Endocrinol Metab 85:4173–4181 Full
Text
72. Giustina

A, Veldhuis JD 1998 Pathophysiology of the neuroregulation of growth hormone secretion
in experimental animals and the human. Endocr Rev 19:717–797 Abstract

73. Svensson J, Johannsson G, Bengtsson B-A 1997 Insulin-like growth factor-I in growth hormonedeficient adults: relationship to population-based normal values, body composition and insulin tolerance
test. Clin Endocrinol (Oxf) 46:579–586 Abstract
74. Attanasio

A, Lamberts S, Matranga A 1997 Adult growth hormone (GH)deficient patients
demonstrate heterogeneity between childhood onset and adult onset before and during human GH
treatment. J Clin Endocrinol Metab 82:82–88 Full Text

75. Longobardi

S, Cuocolo A, Merola B, Di Rella F, Colao A, Nicolai E, Cardei S, Salvatore M,
Lombardi G 1998 Left ventricular function in young adults with childhood and adulthood onset growth
hormone deficiency. Clin Endocrinol (Oxf) 48:137–143 Abstract

76. Koranyi J, Svensson J, Gotherstrom G, Sunnerhagen KS, Bengtsson B-A, Johannsson G 2001
Baseline characteristics and the effects of five years of GH replacement therapy in adults with GH
deficiency of childhood or adulthood onset: a comparative, prospective study. J Clin Endocrinol Metab

86:4693–4699 Full Text
77. Hayes

FJ, Fiad TM, McKenna TJ 1999 Gender difference in the response of growth hormone (GH)deficient adults to GH therapy. Metabolism 48:308–313 Abstract

78. Hoffman

AR, Kuntze JE, Baptista J, Baum HB, Baumann GP, Biller BM, Clark RV, Cook D,
Inzucchi SE, Kleinberg D, Klibanski A, Phillips LS, Ridgway EC, Robbins RJ, Schlechte J, Sharma
M, Thorner MO, Vance ML 2004 Growth hormone (GH) replacement therapy in adult-onset GH
deficiency: effects on body composition in men and women in a double blind, randomized, placebo
controlled trial. J Clin Endocrinol Metab 89:2048–2056 Full Text
79. Wehrenberg

WB, Giustina A 1992 Basic counterpoint: mechanisms and pathways of gonadal steroid
modulation of growth hormone secretion. Endocr Rev 13:299–308 Abstract

80. Ezzat S, Fear S, Gaillard RC, Gayle C, Landy H, Marcovitz S, Mattioni T, Nussey S, Rees A,
Svanberg E 2002 Gender-specific responses of lean body composition and non-gender-specific cardiac
function improvement after GH replacement deficient adults. J Clin Endocrinol Metab 87:2725–2733
Full Text

Antiaging Atlanta

